Improving patient safety during inter-hospital transfers by implementation of a transfer policy

Introduction:
As a tertiary referral centre, we provide specialist renal care to an adult population of 2.2 million people. The centre receives referrals from six acute trusts and has an in-patient capacity of 50 beds. It provides the only in-patient renal replacement service outside the intensive care unit for this population.

Transfer to specialist units is often delayed due to limited bed capacity. Increasingly frequent out of hours inter-hospital transfers were observed in our unit. This is a potential patient safety issue with less staff resource to manage complex acutely unwell patients. 

In a twelve-week period there were seven serious incidents requiring investigation (SIRI) that occurred in patients transferred out of hours. This included four critical care admissions and two patient deaths within 24 hours. This was primarily due to respiratory failure and subsequent multi-organ failure. Two patients required vascular access for therapeutic plasma exchange. 

Retrospective analysis elicited telephonic referral, transport delays and recognition of the deteriorating patients as contributing factors in these incidents.

Methods:
A transfer policy was subsequently derived, which included a ‘safe to transfer’ checklist with defined criteria for acceptable observations and biochemical parameters. Patients also need to be reviewed by a senior clinician within one hour of leaving the referral hospital.
The policy includes specific guidance on which patient transport should be booked, with clear criteria for critical care, blue light and routine transfer. This policy had to be verified and accepted by all referring trusts before implementation and has been in place since September 2017.

Results:
Following implementation of the policy, there have been no SIRIs following out of hours transfers. The number of out of hour inter-hospital transfers has reduced.
To further assess the impact of the policy, an electronic system has been developed to record all referrals and transfers from other hospitals to identify ongoing issues. 

Conclusion:
The policy has given structured guidance to referring hospitals for clinical assessment and criteria for safety to transfer. Parameters outside the criteria merit potential discussion with local critical care. 

It has provided renal bed managers clear guidance to co-ordinate the appropriate patient transport to prevent unnecessary delays. It has proved an educational tool for renal registrars receiving referrals to improve patient handover.

The policy most importantly highlights a potential patient safety issue and seeks to address this by re-education to all involved in the inter-hospital transfer of patients requiring specialist care. 
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